A 71-year-old man was admitted to our department with suspected pacemaker endocarditis because of unexplained fever and Staphylococcus epidermidis bacteremia. The patient's history revealed a double-chamber pacemaker implantation 7 years ago for third-degree atrioventricular block. Transesophageal echocardiography showed a significant thickening of both leads associated with a mobile 2.7-cm vegetation on the ventricular lead. A patent foramen ovale was also noted on transesophageal echocardiography ( Figure  1 ; supplemental Movie I). The diagnosis of endocarditis was thus confirmed, and percutaneous lead extraction was planned under antibiotic therapy with prior epicardial implantation. The extraction procedure was performed by lead traction associated with a laser sheath for both the auricular and ventricular leads. The immediate systematic transthoracic echocardiography control showed an 8-cm-long new echogenic, mobile, tubular mass through the tricuspid valve (Figure 2 ; Movie II). Forty-eight hours later, the patient presented with a sudden and transient episode of hypoxemia, with a shunt effect without acute heart failure. The thoracic CT scan did not reveal any pulmonary embolism, but a mass was seen in the left atrium and extending through the patent foramen ovale, in association with a pericardial effusion (Figure 3) . Transesophageal echocardiography showed that the tubular mass was inserted in the superior vena cava and extended into the right atrium, as well as into the left atrium, through a patent foramen ovale, reaching the mitral valve without hampering its movement (Figure 4 ; Movies III and IV). We hypothesized that the floating mass in the right atrium, which had prolapsed through the patent foramen ovale, could be a residual infected vegetation that surrounded the pacemaker lead. Because of the high potential embolic risk, surgical extraction was performed ( Figure 5) .
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Device extraction combined with antibiotherapy is the recommended treatment for pacemaker endocarditis. Percutaneous extraction is performed more and more frequently, even with large vegetations. The persistence of a residual infected sheath as a "ghost" of lead infection is not a well-known complication of percutaneous lead extraction. This case is original because of its clinical presentation, which suggests the need for reconsideration of percutaneous lead extraction in the presence of a large vegetation and patent foramen ovale.
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